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Background: Meckel’s diverticulum is an embryologic remnant of the vitelline duct, 
occurring in approximately 2% of the adult population. A hernia containing a Meckel’s 
diverticulum is called a Littré’s hernia and is rarely reported in the medical literature. 
Clinically, a Littré’s hernia is indistinguishable from a hernia containing small bowel and 
is often discovered incidentally during a repair.
Case Presentation: Herein, we report a rare case of strangulated Littré’s hernia in a patient’s 
right groin. The sac contained a long segment of small bowel in addition to a large Meckel’s 
diverticulum. The bowel was irreducible through the groin incision, and a lower midline 
laparotomy was made. Necrotic bowel including the Meckel’s diverticulum was resected. 
Given the presence of necrotic bowel and potential for infection, the hernia was repaired with 
a Bassini herniorrhaphy, reinforced with absorbable mesh. The patient recovered uneventfully.
Conclusion: Littré’s hernia is a rare clinical entity. Treatment is similar to any bowel- 
containing hernia. Repair of the hernia defect with permanent mesh should be weighed 
against the risk of implant infection.
Keywords: Meckel’s diverticulum, Littré’s hernia, inguinal hernia

Introduction
A Meckel’s diverticulum of the gastrointestinal tract is a remnant of the embry-
ologic vitelline duct occurring in approximately 2% of the population.1 It is 
typically located in the ileum approximately 50 cm from the ileocecal valve, and 
remains asymptomatic in 91–96% of people.1 When symptomatic, individuals most 
commonly experience painless rectal bleeding, bowel obstruction, or 
inflammation.1 A hernia containing a Meckel’s diverticulum is termed a Littré’s 
hernia, named after the French physician Alexis Littré, who originally described the 
condition in the 18th century.2,3 Littré’s hernia is extremely rare with an unknown 
incidence. A recent systematic review identified only 53 of these hernias published 
in the literature, most commonly in the groin (73%).4 We present a case of a 39- 
year-old man with a previous laparoscopic left inguinal hernia repair presenting 
acutely with a strangulated right inguinal hernia containing a long segment of small 
bowel and a large Meckel’s diverticulum. We provide a review of the literature for 
this rare clinical presentation and discuss appropriate treatment options.

Case Presentation
A 39-year-old man presented to the emergency department with an 8-hour history 
of an acutely painful enlarged right hemi-scrotum and obstipation. His medical 
history includes a previous left inguinal hernia repaired laparoscopically at 
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another institution nine years prior. He had noticed an 
enlarging but easily reducible right groin mass for the 
past 2 to 3 years, for which he had not sought care. 
During this current presentation, he appeared in signifi-
cant discomfort, and diaphoretic. Heart rate was 110 
beats per minute but he remained afebrile with normal 
blood pressure. There was a mass present in the right 
groin which extended into the right hemi-scrotum mea-
suring approximately 15 cm in size. The mass was firm, 
tender, and non-reducible. His scrotum had overlying 
skin erythema. His abdomen was diffusely tender with 
mild distension but no peritoneal signs.

A diagnosis of an incarcerated right inguinal hernia 
with concern for strangulation was established immedi-
ately after a physical exam. Further imaging or laboratory 
evidence was deemed unnecessary based upon his clinical 
findings and concern for strangulation. Intravenous fluid 
resuscitation and antibiotics were initiated, and the patient 
was brought immediately to the operating room for open 
inguinal hernia repair. A large indirect hernia sac was 
identified and dissected from the cord structures. The 
hernia sac was then opened revealing markedly dilated 
necrotic bowel. A gentle retraction did not result in ade-
quate mobilization of the necrotic bowel to the operative 
field as the bowel appeared to be fixed in the right groin. 
Therefore, a lower midline laparotomy was made. The 
bowel was reduced through the hernia defect and exam-
ined through the midline incision. A 20 cm segment of 
necrotic bowel was identified, including a large Meckel’s 
diverticulum measuring approximately 15 cm in length 
(Figure 1). There was no perforation. A wound protector 
was inserted (not shown), and a bowel resection of the 
necrotic segment and a primary stapled side-to-side ana-
stomosis was performed. The hernia was repaired using 
a Bassini technique, reinforced with an overlying absorb-
able Vicryl mesh (Ethicon Inc., Somerville, New Jersey, 
United States). The midline laparotomy was closed pri-
marily. The patient had a rapid return of bowel function 
and was discharged from the hospital on post-operative 
day 2. The patient was seen in follow-up at 6 weeks and 
remained well. The pathology report confirmed the pre-
sence of a large Meckel’s diverticulum containing pan-
creatic tissue.

Discussion
Littré’s hernia is a rare presentation of a Meckel’s diverti-
culum. While this clinical entity was first described in 
a 3-patient case series in 1700,3 very few subsequent 

reports have been documented in the literature.4 Some 
contend that the original description by Littré was actually 
a misidentification of what was later to be classified as 
a Richter’s hernia.2 These two hernia subtypes differ in 
that a Richter’s hernia contains a traction diverticulum 
formed by the protrusion of part of the intestine’s antime-
senteric border through a defect in the abdominal wall, 
whereas a Littré’s hernia contains a Meckel’s diverticulum, 
formed from a failure of agenesis of the embryologic 
remnant vitelline duct.5

Littré’s hernia has been classified into two distinct 
subtypes. A “true” Littré’s hernia, which is more common, 
contains the Meckel’s diverticulum alone and can be most 
easily confused for a Richter’s hernia. A “mixed” Littré’s 
hernia contains a segment of small bowel in addition to 
a Meckel’s diverticulum and is less commonly reported.4 

This current case describes that of a mixed Littré’s hernia, 
presenting with obstruction and acute bowel necrosis. As 
in the current case, Littré’s hernia is most commonly 
diagnosed incidentally during the operative repair of an 
inguinal hernia. Previously, relative resistance to ischemia 

Figure 1 Intraoperative image of Meckel’s diverticulum and non-viable bowel 
released from the hernia sac and extricated through midline laparotomy prior to 
resection.
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in the Meckel’s diverticulum was proposed in comparison 
to small bowel strangulated hernias.6,7 By contrast, the 
current case reports irreversible bowel ischemia that had 
progressed rapidly within 8 hours of symptom onset.

Previously, 53 cases of Littré’s hernia have been 
reported in the literature, including 18 inguinal hernias, 
24 cases of bowel strangulation, and 18 cases of bowel 
obstruction.4 To our knowledge, this is the first case of 
inguinal “mixed” Littré’s hernia reported in the literature 
leading to bowel infarction and obstruction. In such 
a circumstance, clinical decision-making is similar to any 
bowel-containing strangulated inguinal hernia. In this case, 
resection was required due to intestinal necrosis, including 
resection of the diverticulum, to avoid perforation and 
death. Moreover, in the current case, this patient had 
a “giant” Meckel’s diverticulum as it was greater than 
5cm in length. Giant Meckel’s have been previously 
shown to be prone causing to symptomatology, thus 
a further indication for resection.8

A Littré’s hernia in the context of viable bowel repre-
sents another interesting clinical scenario for which 
a variety of treatment options are available, with various 
management options reported in the literature. It is gener-
ally recommended that symptomatic Meckel’s diverticula 
should be surgically resected to alleviate symptoms and 
prevent complications.9 Management of asymptomatic 
Meckel’s diverticula identified incidentally is more 
controversial,10 with some advocating prophylactic 
resection,11–13 and others encouraging expectant 
management.14–19 The situation of an incidentally detected 
Littré’s hernia during a planned repair of an inguinal 
hernia represents a more challenging distinct clinical 
entity. An argument can be made that the hernia itself 
accounts for the symptomatology, rather than the 
Meckel’s diverticulum, which has otherwise remained 
asymptomatic for the patient. Furthermore, the resection 
required for treatment of the Meckel’s transforms 
a “clean” operation into a “clean-contaminated” proce-
dure, increasing the risk of perioperative complication. 
For inguinal hernia repairs, surgeons must therefore care-
fully weigh the risks of mesh infection against the risks of 
hernia recurrence in addition to the risks associated with 
the Meckel’s diverticulum.

In a prior systematic review, the lifetime rate of 
Meckel’s diverticula causing symptoms is only 4–9%.1 

This rate is likely lower in middle-aged adult patients with-
out symptomatology to date, such as in the case presented. 
A resection essentially eliminates this risk; however, it 

potentially adds other surgical site infection risks or opera-
tive complications.9 The risk of an inguinal hernia mesh 
infection following elective surgery is less than 1%.20 

Inguinal hernias electively repaired with mesh have 
a recurrence rate 1–3% over 5 years.21 In clean/contami-
nated operations, infection risk theoretically increases, 
although this relative risk increase was not observed in 
multiple large studies.22 When this does occur, mesh infec-
tion is a devastating complication often necessitating pro-
longed intravenous antibiotics or mesh removal. An 
alternative commonly used in contaminated or dirty fields 
is to perform a tissue-only repair, such as a Bassini or 
McVay repair; however, these repairs have generally unac-
ceptable recurrence rates, as high as 15% in emergency 
settings.21 In the present case, due to bowel necrosis and 
heightened risk of surgical site infection, a Bassini repair 
was performed, and a rapidly absorbable Vicryl mesh was 
placed for added stability. Although the benefit of adding 
absorbable mesh to this tissue repair is poorly studied, the 
risks of graft infection of absorbable mesh in high-risk 
surgical fields are low.20 Alternatively, the use of an absorb-
able biologic mesh can be considered however, but this 
comes at markedly increased cost, although it may decrease 
recurrence risk.23 In the present case, there was thought to 
be a minimal added risk from the placement of an absorb-
able mesh, with theoretical benefits for added stability. The 
defect was quite large, and we felt the mesh would add 
additional strength. In a small case series, the addition of 
a mesh to a Bassini repair decreased the risk of recurrence 
compared to mesh alone.24

Given the rarity of Littré’s hernia presentations, it is 
unlikely that randomized prospective evidence will ever 
inform treatment decision-making for this rare clinical 
entity. Extrapolation of data from similar clinical entities 
is prudent. The World Society of Emergency Surgery 
(WSES) 2017 emergency hernia repair guidelines recom-
mend permanent mesh placement in a “clean-contaminated” 
surgical field due to low risk of infection and prevention of 
recurrence.22 Therefore, if an incidental Meckel’s is 
resected at inguinal hernia repair, a permanent mesh can 
likely be placed safely. This position is also supported by 
data extrapolated from a recent systematic review of treat-
ment for the more common Amyand’s hernia (inguinal 
hernia containing the appendix).25 By contrast, for contami-
nated or dirty surgery following strangulated inguinal hernia 
with necrosis, tissue-only repair or biologic mesh placement 
should be considered in accordance with WSES 
guidelines.22 In the present case, there was no fecal 
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contamination, therefore a prolene mesh could be consid-
ered when strictly following these guidelines. The decision 
to forgo permanent mesh placement in favor of a tissue 
repair reinforced with absorbable mesh was made due to 
the significant bowel necrosis and the patient’s physiologic 
signs of sepsis.

Conclusion
Herein we present a case of a mixed Littré’s inguinal 
hernia involving a long segment of necrotic small bowel 
and a large Meckel’s diverticulum. Littré’s hernia is rare, 
however treatment is analogous to any bowel-containing 
hernia. Definitive management includes surgical resection 
of the diverticulum followed by herniorrhaphy. The place-
ment of permanent mesh should be carefully weighed 
against the risks of implant infection.
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